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OPM Part Two 

Claims Processing Procedures 
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Figure 2-1-A-3 Resented 
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OPM Part Two 

Claims Processing Procedures 

Figure 21-A-4 Suggested Letter Informing The Beneficiary or 
Participating Provider of The Transfer of Claim(s) to 
the Correct Contractor 

Date of Notice and Transfer: 
Beneficiary Name: 
Sponsor’s Name: . 
Social Security Number: 
Provider’s Name and Address: 
Dates‘ of Service: 

Dear 

Your claim(s) for TRICARE benefits has/have been forwarded to , 
the contractor having jurisdiction for the area where your services or supplies were 
provided. Any questions should be directed to: 

@hame. Address. and TeleDhone Number of the Contractor resoonsible for 
processing the claim(s)) 

Your claim(s) for TRICARE benefits has/have been forwarded to 
the contractor having jurisdiction for the area of your residence. Any questions should bk 
directed to: 

mame. Address. and Telenhone Number of the Contractor resDonsible for 
processinn the claim(sl) 

Sincerely, 

C-124, September 25,1998 2.1.A-6 



OPM Part Two 

Figure 2-l-A-5 Suggested Letter Informing the Beneficiary of the 
Transfer of Part(s) of Claim(s) to the Correct 
Contractor 

Date of Notice and Transfer: 
Beneficiary Name: 
Sponsor’s Name: 
Social Security Number: 
Provider’s Name and Address: 
Dates of Service: 

I 

Dear 

Your claim for multiple providers has been received by our office. The services or 
supplies provided within our contract jurisdiction are being processed. 

The remainder of the services or supplies on the claim have been forwarded to 
the contractor responsible for the area where the services were provided. 

Since more than one contractor will be processing your claim simultaneously, there is a 
I 

possibility an excess deductible will be applied. If this occurs, request an adjustment from 
the processor applying the excess deductible. Include copies of the relevant Explanations 1 
of Benefits with your request. Any questions should be directed to: 

@hameld. Addressfed. and -leDhone Number(s) of the Contractor I 

Sincerely, 

2.1.A-7 C-l 24, September 25,1998 



OPM Part TLUO 

Claims Processing Procedures 

Figure 2-l-A-6 Suggested Letter Informing the Claimant that Claim 
for Active Duty Member has been Forwarded to the 
Appropriate Uniformed Service 

Date of Notice and Transfer. 

Dear 

I TFUCARJ3 is a medical benefits program provided by the Federal Government to 
help pay for civilian medical care provided to spouses and children of active duty 
Uniformed Services personnel, to retirees and their spouses and children, and to spouses 
and children of deceased active duty and deceased retired personnel. An active dutv 

I member is not eli@ible for benefits under TRICARE. 

Billings for civilian medical care provided to active duty members are the 
responsibility of the appropriate Uniformed Services. We have forwarded your claim to the 
address listed below. Any further questions concerning your claim should be directed to 
them. 

Sincerely, 

cc: 
@dive dutu service member 
if claimant is the vrovider.~ 

C-l 24, September 25,1998 2.1.A-8 



OPM Part Two 

-. 

Figure 2-l-A-7 Verification of Eligibility, CHAMPUS Form 88R 

DETERMINATION OF EUClBlLllY/CNlLlAN HEALTH AND MEDICAL PROGRAM OF 
THE UNIFORMED SERVICES 

PURPOSE: To determine eligibility of the patient named hereon to receive mediil care undw tJu Civilian Hulth 
and Medii Pnigmm of tJle Uniformed SawicII 

REFERENCES: DOD 6010.8-n. O~J~MPUS ~anua\ 6010.2444, OCHAMPUS hhenuaJ’bO1o.~o-h8 
SECTION 1 (TO k tompktd only by OCHAMPUS, a Final Jntewnediary, or a CHAMPUS Conuactor) 

1. TO 

PATIENT 
2. NAME(mt.Fbtt.MilnNiolJ 

SERVICE MEMBER 6ponsor) 
I. NANlE &~~~HntMidcklnitMJ 10. -TE 

II. SOUALfECURlTT NUM3ER 

3. RELATKINWIF TO SPONSOR 4. DATE DF WIITlf 

Of WnmfJ 

5. DATE OF MARRIAGE - 6. DAlE DF DIVDRCE 

Ol pmmnmtJ WPoninmt) 

7. FENDD OF MEDICAL CARE 

FROM: 

I. L4STKNDWNADORESS 

16. REQUESTOR SIGNATURE 17. TITLE 

14. W.POST.6MEOR~ATfDN(*oJ: bfOW.ADDRESSWfJ 

. 

15.IIEMMK.S 

II. onGANumoN 
I 

1% OATE 

20. RETURN10 

SECrlON II (To k completed by the verifying organixation and raturned to&dress in item 20) 

21. PATYNT’SELIGWUTV OlJNMGPERlODSMOWNINlTEM7l5UFOUOIIYI: 

0 EUGlKEDURfWGENTlREWRlOD 0 NDTLUGlLE(T@aiiinUortZZJ 

0 EUGllLE WRNCiCMTMP6#00: HIOU: WNJ: 

a CANNOTB6DET66MINEDFDRREASONSWDWNlNBLOO(ZZ 

22. nEMMKs 

23 SIGNATURE OF VERIFYING OFFICER 24. TilLE 2s. OIICUYt*T!ON 26. DATE 

(Sponror’s vpnatun not l uthorixodJ 

HAMPuS FORM 88R Fr0rlous4duom0f thiLfomrr.obtolot* 
JUNE 1990 

_- -_.-.. 

2.1.A-9 C-124, September 25,1998 



OPM Part Two 

Claims Processing Procetiures . 

Figure 2-l-A-8 Provider’s Notarized Facsimile or Stamp Signature 
Authorization 

state of 1 
1 ss 

county of I 

being first duly sworn, deposes and says: I 
hereby authorize the Contractor for ‘TRICARE in the State of to accept my facsimile or 
stamp signature shown below 

IFacsimile. stamp or commuter generated sienature as it will aDDear on the 
claim form.1 

as my true signature for all purposes under TRICARE in the same manner as if it were my 
actual signature, including my agreeing to abide by the TRICARE payment system 
concept and the remainder of the certification normally signed by the source of care as it 
appears on all TRICARE claim forms. 

Signature 

Subscribed and sworn to before me this day of 19-. 

Notary Public in and for 

County. State of 

My Commission expires 

C-124, September 25,1998 2.1.A-10 



OPM Part Two 

Claims Processing Procedures 

Figure 2-1-A-Q Provider’s Notarized Signature Authorization 

State of 

county of 

I 
1 ss 
1 

Know all persons by these presents: 

That I, have made, constituted and appointed and by 
these presents do make constitute and appoint my true and lawful 
attorney-in-fact for me and in my name place and stead to sign my name on cla.ims, for 
payment for services provided by me submitted to ZXEARE. My signature by my said 
attorney-in-fact includes my agreement to abide by the TRICARE payment system concept 
and the remainder of the certification appearing on all TRICARE claims forms. I hereby I 
ratify and confirm all that my said attorney-in-fact shall lawfully do or cause to be done 
by virtue of the power granted herein. 

In witness whereof I have hereunto set my hand this day of 
19-. 

Signature 

Subscribed and sworn to before me this day of 19 -* 

Notary Public in and for 

(SEAL) 
County, State of 

My Commission expires 

2.1.A-11 C-l 24, September 25,1998 



OPM Part Two 

Figure 2-1-A-10 Nonavailability Statement, DD Form 1251 

UNlFORMED SERVICES MEDICAL TREATMENT FACIUTV NEPORt CONTROL SV*YBOL 

NONAVAIlABILITY STATEMENT (NAS) 

Pdvacv Act Statement 
AUTHOMTY: UWC3101,41~lOl~~~10USClOd64nd1079,4ndE09397.Nov4mkrlW3MN~. 

PNINCIAL WMPDSE: To wdua~ 4liiibility for cirffin health bmfi 4utWkz4d by 10 USC, thpt4r 55.4nd to hare plymcnt upon 
~blirhmcntof4ligiM~4ddrunnin~~t*urnCdiolu~rccrivedir4uthorindby~. Thcinfomwtionis 
ur~~omif~~withtke4ppropril~Unnormcdknia. 

nomNE USC: CHAMM and ib contractor usa the information to control and process mediil cl4imr for p4ym4W for contrd and 
q~pronl of mcdiul o~tm411~ 4mi int4rf4cc with providers of m4diul can; to contrd and rccompliih rwim of 
utikrtion; for ~64~ of claims ml4t4d to porribl4 third p4y liibilii (UCI and init&ion of recowy 4niMa; 4nd for 
r4f4d to F44r R4vi4w Committe45 or simil4r prof4sionJ r4vidw org4nizations to control and r4vi4w provldan’ 
medlcal car4. 

DKaosuRI: Voluntl~ homurr.f4iluntop~inform~willrau~indm*l of. ord4l4yin fmym44tof,th4d4im. 

. WAS NUHOEEII fFadw WA&d ucs~) 2. PRIMARY RESOW FOR ISSUANCE fXon4J 

a. PROPER FMUllES ARETEMPORARILY NOT AVAlLABLE IN A SAFI 
ORTIMELY MANNER 

. g#gm&pNO~TEGoltY FOR WHICH NAS Is KSUED b. PROFESSIONAl CAPABIUM IS TEMPORARILY NOT AVAILABLE IN 
A SAFE ORTIMELY MANNER 

c. PROPER FAClLfTlES OR PROFEWONAl WAWlY & 
PERMANEWLY NOT AVAJIABLE AT THIS FACILITY 

d. TT WOULD BE MEDICALLY INAPPROPRIATE TO REQUIRETHE 
i RENEFKIARY TO USE THE MTF fGrpWnhR4awksJ 

b. DATE OF BIRTH (WAfMDD) CSEX 

d. PAY GRADE e. DATE KSUED fYWMDDJ 

C-l 24, September 25,1998 2.1.A-12 



OPM Part Two 

Figure 2-1-A-10 Nonavailability Statement, DD Form 1251 
(Continued) 

-. .._ -. 
INSTIUJCTIONS 

Conceminqulrbyt~*nlinHedth~ndMedk 

1. The medial a” roqwstd b not rvaiiabk to you at a Uni- 
fomwd Services Medical Troatmwt F&iii (USMYF) in thnarra. 

2. This form does NOT gwhntw that 0IAMFt.G will cost sham 
youron. 

a. if you wiw nwdiul on ftom dvili~n sources and such 
am h detwmined to k l thotized an under CHAMPUS. R wilf k 
cost +a& by the Conmmmt to the extmt that the ptogram 
per?+. prowded arch ~~14 8s not obtained in I facility which 
diswtmmata in ita admission and tmafmdnt pm&as on the Wi of 
race,cobr.ornatioaalorigin. 

b. d you receive mediiai &from civilian sources 8nd it is 
dotermined that ail or part of the care 6 not authorized under 
OIAMPUS. the GOVERNMENT WlLL NOT PAY for the unauthorized 
“R. 

The dotermination of whether medkal un 
from c&in souras is conrd under CHAMPUS an not c 

ruoivn 
made at 

thii time buwn thin detwmination da 
upon * care you actu~iiy rewive an % 

rids, am 
“R Other thing’e not upon t l *t*m4nt 

mJudinOyDurronditiMordirgnorirm~dconmlrform. 

4. ~hb form is valid only for mediil care nqwsW from and 
detumird not anibble mt l Uniformed Sewices medial tmabnent 
fxilityinthisuea. 

1 THE PAllENt 
mwm of the unifomwd kf~ices (0rmW 

In mnamityases,the date of admission is the date when 
the p&t:i w&red into the prenatal cue prqram with a civilian 

P 
rovidcr. and the maternity NAS shall rrmun valid for 42 days 

diowngtrrminationofth~pregnancy. 

b. If l newborn infant awnaim in the hospital continuovr 
dter the dlschaqe of 4 CHAMPUS digible mother, the mother’s nil 
shall k valid for tlw infant in the same hospital for up to IS days 4fwr 
the motlwr’sdischaqe. Bayondtbii 15 day iimLthe kntficia must 
rqwrt tha irruing facility to make a determmrtion on the avm ‘I, . &bty 
of UII for the infant and to issue an NAS for the infant if the 
rqulrommts of these instructions are ma. 

if an actlvl duty wrvice mew&r ‘& birth in l civilian 

required for the infant if the infant’s m 
hospW%td there are chaqes for the %’ o?th4 infant an Uti$ 

is for four or mar@ d 
that point the infant is comidemd to 
pathnt in his or her own right.) 

a new CHAMPUS %$bic 

HAVE RMEWF.0 AND UNDERSTAND IHE ABOVE YSlWCTlONS 

‘AllENT’S SIGNANRE 

Thiiformcankkrudoni inaccordancewiththcproviskwof 
DOD1 6015.19. ‘issuance olNonavaiiabiii~ S!atemrntr.’ as 
implorrmnted b the asurn facil’ ‘I host wwce (AR 40-121. 
NAWd Cl20 3 Ah 168 PHS General Circular No. 6, 
CGCOMDTINST 6320.11 b; PiOAACO. 4): 

The iraring offker or designee should brii the recipient on the 
-tottmPaticntcmthhrfrontofthiifoml. bicwevu.ifme 
ptimt b ~+uuoUed in DEEitS, 4nd 9 tlB+ ha~.re~~~kd~d 2 
mdlvidNlswtiuadtpur~.kwc~ colemId 
~~~;~&m wdi not be considered until thr DEERS 

UtbbNASbbdngbwrd rermaawly(8ftutbo~tlup8~t 
*II~~0~~athc*R~digitrot~NASNumkr. 
DlocLl,murtb~900Md.~andanap*rPtionpraidcdin 
Block 7, ‘Itemarks. W this m&bon bnotmet.theCMAMFUSFiil 
lntmrmedii*wili mjectthod4im. 

* 1. EntuutNASNumbu. 
- l’ha first four di its are the D&nsa Medkd information 

syst4m KJMW diry kl.ntifbr. 

3. coda oxmt~d) 
06Di~atosandDbordenoftfwDi~&~System 
07 Oil and Disorders of the H&tobiQrySptam and Pancreas 
08 oiiasa of the Muxuloskd~l Svstmn l d connectiw Tii 
OS Diioftha Skin.Subcutan&liiu~~nd@rowt 
10 EndoUine,NotriW~iwdM@t8b~li~DiWW~ 

14 Pmgnancy,ihiMbirthandtlwPwrpuiu~m 
15 Normal Nwborns8ndOthuNbonWswithCutainCondii 

Originatiq in* Pwinatal period 
16 Diseases and Dii of th Blood and Rio&Forming Organs 

md lmmunologiai Disdmn 
17 Mydoprolifcrative Disorders and Poorly Difforontiatod 

N-M-= 
18 lnfcaburandP~R~~SCI(S~micorU~~flCdSit+l) 
19 wntalDiiasu*ndDii 
2O*kohdlDNgUseandAk&&DwgindurcdOqanicOisordon 
21 Injuriu. Poisonings, and Toxic Effect of Drqs 
22Buml 
22 Factors Influencing Health Statuund Other cmtwrs with Hdth 

krvica 
WPedii 

n4me of the mwance company and tha policy number, 8 anda 
4f.Morkt+appropriatebox. If ‘f@).Yes,‘ismark~,rgo&~ 

Block 7.Vem8rtr’ 

S&Enter the Sponsor’s nana. if tha sponsor b the patient enter 
‘SUN’ 5b issdf-wpi*nrluy. 

b-d. Seif+xpiwutory. 

Cc.Tbii date should ba tJw -me as the data in Block 1. but written 
in YYMMDD format. 

7. Enter ramarks as rrpuired by those instructions and 
imohmcntino instructions. 

2.1.A-13 C-l 24, September 25,1998 
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1 Figure21-A-11 Resenmi 
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OPM Part Two 

Figure 2-1-A-12 Abortion Denial Notice to the Beneficiary and 
Participating Provider 

Date: 
Sponsor’s Name: 
Beneficiary’s Name: 
Type of Service(s): 
Date of Service(s): 
Sponsor’s SSN: 

PERSONAL 

To: 

Dear 

The Congress has prohibited TIUCARE coverage of abortion service, except where 
the life of,the mother would be endangered if the fetus were carried to term. 

[ 

The legislation which limits abortion coverage applies two different effective dates 
to groups of TIUCARE beneficiaries. For active-duty military dependents, and military I 
retirees and their dependents, as well as survivors of deceased military members--except 
for the Coast Guard, the Commissioned Corps of the Public Health Service and the 
National Oceanic and Atmospheric Administration--the limitation is retroactive to 
December 29, 198 1. 

For dependents and retired personnel of the Coast Guard the Commissioned 
Corps of the Public Health Service, and the National Oceanic and Atmospheric 
Administration, the limitation on coverage is retroactive to June 5. 1981. 

This means that abortions--except in life-threatening situations--that were 
performed after these effective dates, will not be cost-shared by TI?XARE. 

Initial review of the claim(s) gave no indication that the circumstances of the 
abortion would qualify under this exception. Therefore, your claim(s) related to the 
abortion performed on must be denied. 

If you believe the circumstances of the abortion do qualify under the exception, 
you may request a Reconsideration of the denial decision by submitting a written request 
for a Reconsideration to this office within 90 days of the date of this notice. Such request 
must include a copy of this notice and your statement of the matter in dispute along with 
certification from the attending physician that the abortion was performed because the 
woman was suffering from a condition that would have endangered her life if the fetus 
were carried to term. Additional information/documentation which will support your 
claim should be submitted with your request. 

2.1.A-15 C-l 24, September 25,1998 

, 

I 



OPMParthoo 

Figure 2-1-A-12 Abortion Denial Notice to the Beneficiary and 
Participating Provider (Continued) 

I If you have any questions concerning the TRKXRE abortion policy, you are urged 
to contact your Health Benefits Advisor (located at the nearest Uniformed Services 
medical facility) for more detailed information. You may also contact Wontractor Name 
and Address.) 

Sincerely, 

C-124, September 25,1998 2.1.A-16 



OPM Part lb0 

Figure 2-1-A-13 Suggested Format for Information Obtained from 
Existing File Data or by Telephone 

Date Information Obtained: 

Beneficiary Name: 

Sponsor Name: 

Internal Control Number (ICNl: 

Source of Development: 0 Existing File Data 

Check one block a Name of file or ICN of previously 
and complete blank processed claim if data is claim 
below that block). specific 

0 Telephone 

Type of Claim: 

Name of Person Providing Information 

0 Claim Form 2520 0 Claim Form 1500 0 UB-92 

Item Comoleted (Information ObtainedI 

ClOther 

Initials or Signature of Person 
Obtaining Information 

THIS DOCUMENT IS TO BE MICROFILMED OR IMAGED AS PART OF THE CLAIM 
RECORD (THIS DOCUMENT MAY ALSO BE MAINTAINED ON AN ELECTRONIC RECORD). 

SEE THE OPM PART TWO, CHAPTER 1, SECTION V.B.2.B. 

privacy Act statement: 
In view of the fact that personal i@ormation is being requestedfiom you 
notice is hereby given as required ‘by the Privacy Act of 1974. lhe 
information is requested and maintained under the authority of Chapter 
55, Title 10, United States Code, Section 3101, Tide 44, United States 
Code, and41 CodeofFederalRegufaiions lOl-11OOetseq. 7he 
information is requested to establish or update information to control or 
process claims for paymen.L Routir~ly, the information will be used to 
determine eligibility for TRICARE benefi, review and approve medical 
care as TRICARE benefits, and to d&ermine reasonable charges/costs of 
care to be cost-shared under TREARE. Disclosure of the iqformation is 
voluntary; however, failure to provide the information will result in denial 
of benefits. 

2.1.A-17 C-l 24, September 25,1998 



OPM Part Tuto 

1 F’igure 21-A-14 Sample MHS Catchment Area Directory 

36535 FOLEY AL z 22 YES 

36536 FOLEY AL z 22 YES 

36542 GULF SHORES AL 22 YES 

C-l 24, September 25, ,1998 2.1.A-18 



OPM Part Two 

Figure 2-1-A-15 Zip Code File Layout, File Description 

1 
68 

I 34-35 

I--~ 36 

I 37-38 Status Code (Included in the DMIS Catchment Area Directory) 

racy 

39 

.“..:‘.‘.‘.‘.‘.‘.‘:.L’....... .,...i,. ./,.,, ,,,, :,:, ;:,: ~~l~~~~~~~~~~~~~~~~~~: 
. . . . . . . . . . . . . . . . . \;li :..... ~~:..:.::.:.;::li~~~~~~:~ 

._..I. i... . ..i .A... . . . . . .._.._..., ,,, ,_, ,. “““““.‘.‘.... . . . . . . . . . . . ......... 
: ,,, 

::::::::::::::::::::::::::::::::::::::::::::t:::.:.:.:.~~~ .:..:....,.............,................. .::....... “““““““‘......\... .-.: :.... ::::: . . . . . . . . ..\_...............,,,,,.,.~.~,,,~~,~,,,,,,~~,,~,,,~,,~,,,,,,,,,,~,,,,,,,, ..,._,,,,,_,_ ; .,.,.,,,.:.,.,: _,,.,.,.,.:,,.,, >,< .,.,. ;:$, :,:,:::,:.:::,:. :i$z :.:, d ::.:,:: j ,:,:,: :I .:,:: ~,,,;,j:aai~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~, 
““““““““.“““I’::::::::;:‘.“‘;‘:‘:::: :::::::::::. ::: . . . .._. __................................................................... ,,,,,_,,.,.. 

Blank 

MTF ID Code 

Blank I 

MTF Name 

State Abbreviation (of MTF) 

Blank I 

Service Branch of MTF: 
l=Army 
2=Navy 
3 = Air Force 
4 = Coast Guard 
5 = U.S. Treatment Facility 

MTF ID Code 

Blank I 

5 Digit Zip Code 

Blank I 

Town Name 

State Abbreviation of Zip code 

Distance Between Zip Code and Facility (Miles) 

Blank 

New CNA 
0 = Yes 
1 = No 
Blank = Uniformed Services Treatment Facility (USTF) Catchment Area 

2.1.A-19 C-l 24, September 25,1998 



OPM Part Two 

Claims Processing Proceciures 

F’igure 21-A-15 Zip Code File Layout, File Description (Continued) 

1 1 Blank 

I 2-6 1 5 Digit Zip Code 

7 Blank 

8- 10 1st MTF Attached to Zip Cdde 

11 1 Blank 

12- 14 2nd MTF Attached to Zip Code (If Applicable) 

15 1 Blank 

16- 18 I 3rd MTF Attached to Zip Code (If Applicable) 

19 Blank 

20-22 4th MTF Attached to Zip Code (If Applicable) 

23 Blank 

24-26 5th MTF’ Attached to Zip Code (If Applicable) 

27 Blank 

28-30 6th MTF Attached to Zip Code (If Applicable) 

31 Blank 

32-34 I 7th MTF Attached to Zip Code (If Applicable) 

35 1 Blank 

36-38 I 8th MTF Attached to Zip Code (If Applicable) 

39 1 Blank 

40-42 I 9th MTF Attached tb Zip Code (If Applicable) 

C-124, September 25,1998 2.1.A-20 


